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no	 suitable	 questionnaire	 has	 been	 available	 for	 use	 in	German-	speaking	 contexts.	







Switzerland’s	 German-	speaking	 region.	 Data	were	 analysed	 descriptively	 and	 via	 a	
Rasch	analysis.	In	2012,	four	focus	group	interviews	were	conducted	with	26	nurses	





data	 from	the	 focus	group	 interviews	and	the	Rasch	analysis	produced	 information	











derlying	motivation	 for	 the	 present	 study	 on	moral	 distress	 among	
nurses	 was	 Switzerland’s	 2012	 introduction	 of	 a	 diagnosis-	related	
group	 (DRG)-	based	 payment	 system	 (SwissDRG	 AG,	 2010).	 The	
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implementation	 of	 new	 reimbursement	 systems	 commonly	 leads	 to	
organizational	restructuring,	which	can	increase	the	situations	where	
nurses	 experience	 moral	 distress	 (Rice,	 Rady,	 Hamric,	 Verheijde,	 &	
Pendergast,	2008;	Zuzelo,	2007).
1.1 | Background




potential	 harm	 (Epstein	 &	 Hamric,	 2009;	 Fenton,	 1988;	Wilkinson,	
1987/88).	 In	 contrast	 to	other	 forms	of	 stress,	 affected	nurses	 feel	
that	 their	 personal	moral	 integrity	 is	 threatened	or	harmed,	 leading	
them	to	experience	moral	distress	(Corley,	2002;	Hardingham,	2004;	
Webster	&	Baylis,	2000).
In	 2010,	when	 this	 study	was	 under	 development,	 no	German-	
language	 conceptual	 definition	 existed	 for	 moral	 distress	 as	 ex-
perienced	 by	 nurses.	 For	 this	 reason,	 we	 settled	 on	 the	 following	
literature-	based	working	definition	(translated	from	German):
Moral distress describes the burden felt by a nurse who 
believes he or she knows what the professionally ethical 
behaviour would be in a particular care situation but, due 
to impediments, is unable to act accordingly (Kleinknecht- 
Dolf et al., 2014; Spirig et al., 2014).
According	 to	 this	definition,	 the	principles	and	values	associated	
with	moral	distress	are	of	the	utmost	importance.	For	this	reason,	the	
professional	 ethical	 principles	 delineated	 by	 the	 Swiss	 Association	
of	 Nurses	 served	 as	 the	 foundation	 for	 our	 definition	 (Schweizer	
Berufsverband	 der	 Pflegefachfrauen	 und	 Pflegefachmänner	 (SBK),	
2013):
Professional ethical principles describe the objective 
to offer professional, high- quality, safe and equitable 
care. Patients shall be protected from harm, their needs, 
preferences and resources shall be respected and they 
shall be supported in reaching their health- related goals 
(Kleinknecht- Dolf et al., 2014).
Professional	 ethical	values	 are	 embedded	 in	 cultural	 and	 contex-
tual	factors	(Clark,	1997;	Horton,	Tschudin,	&	Forget,	2007).	It	follows	
that	 this	 is	 also	 the	 case	 for	 the	 ethical	 decision-	making	 associated	
with	moral	distress	and	 its	 impact	on	personal	experience	 (Goethals,	








Depending	 on	 the	 effectiveness	 of	 the	 affected	 nurse’s	 cop-
ing	 strategies,	 moral	 distress	 may	 lead	 to	 either	 psychological	 or	
physical	 symptoms	 (Hamric,	 Borchers,	&	 Epstein,	 2012;	Huffman	&	
Rittenmeyer,	 2012;	 Schreuder	 et	al.,	 2012).	 Additionally,	 the	 sense	
of	burden	can	 lead	to	 job	dissatisfaction	or	even	the	desire	to	 leave	
the	position	or	even	 the	profession	 (Huffman	&	Rittenmeyer,	2012;	
Rushton,	Kaszniak,	&	Halifax,	2013).	Affected	nurses	may	also	with-
draw	 emotionally	 from	 patient	 interactions	 and	 relationships	 in	 an	
effort	 to	 protect	 themselves	 (De	Villers	&	DeVon,	 2013;	 Evanovich	
Zavotsky	&	Chan,	2016;	Whitehead,	Herbertson,	Hamric,	Epstein,	&	
Fisher,	2015).	This	may	manifest	itself	as	intolerance	towards	patients	






















A	mixed	methods	 design	was	 chosen,	 starting	with	 an	 initial	 cross-	






distress	 scale	 to	our	needs,	we	decided	on	 this	 sequential	 explana-
tory	design	(Creswell	&	Plano	Clark,	2006;	Ivankova,	Creswell,	&	Stick,	
2006).
During	 the	 study’s	 initial	 development	 phase,	 an	 established	
moral	 distress	 scale	 for	 nurses	 was	 identified	 in	 the	 literature,	
translated	 and	 tested	 via	 a	 pilot	 study	 (preparation).	 The	 quan-
titative	 phase	 that	 followed	 (quantitative	 phase	 I)	 consisted	 of	 a	
web-	based	cross-	sectional	survey	carried	out	using	questionnaire	
version	 1.	 Based	 on	 the	 results,	 qualitative	 study	 phase	 focus	 




2013).	 The	 information	 gained	 was	 used	 to	 refine	 the	 German-	
language	 version	 of	 the	 questionnaire	 to	 its	 version	 2	 (Creswell,	
Klassen,	 Plano	 Clark,	 &	 Clegg	 Smith,	 2011;	 Greene,	 Caracelli,	 &	
Graham,	 1989),	which	was	 used	 for	 a	 second	web-	based	 quanti-
tative	 survey	 (quantitative	 phase	 II).	 Figure	1	 shows	 the	 study’s	
sequences.
2.1.2 | Methodological considerations of 
questionnaire development
Carried	out	 in	 five	hospitals	 in	 Switzerland’s	German-	speaking	 re-
gion,	our	 research	was	part	of	 a	 larger	 study	aimed	at	developing	
a	tool	to	monitor	nursing-	relevant	context	factors	in	hospital	work	
environments.	 One	 of	 the	 monitoring	 model’s	 underlying	 context	
factors	is	moral	distress	(Spirig	et	al.,	2014).	In	our	planning	phase,	
we	 identified	 an	 established	 American	 instrument	 for	 measuring	
this	 factor	 in	 nurses	 in	 acute	 care	 hospitals.	 Consequently,	 while	
developing	 the	 questionnaire,	 our	 focus	was	 on	 producing	 an	 ac-
curate	 translation,	 adapting	 it	 culturally,	 modifying	 its	 content	 as	
necessary	 and	 finally,	 testing	 the	German-	language	 version’s	 psy-
chometric	properties.	Because	moral	distress	is	a	latent	variable	and	
we	 intended	 to	 produce	 an	 interval	 scale,	we	 carried	out	 a	Rasch	
analysis	 as	 an	 alternative	 to	 the	 processes	 suggested	 by	 classical	
test	theory	(van	Alphen,	Halfens,	Hasman,	&	Imbos,	1994;	DeVellis,	
2012).	Rasch	analysis	belongs	to	the	family	of	item	response	theory	
models	and	 is	used	 in	constructing	 interval-	scaled	measures	of	 la-
tent	traits	(Hagquist,	Bruce,	&	Gustavsson,	2009).	To	determine	face	
validity,	 the	 translated	 and	modified	 questionnaire	was	 submitted	











sociated	 instruments,	 Hamric’s	 version	 of	 Corley’s	 “Moral	 Distress	
Scale”	 (MDS)	was	chosen	(Corley,	1995;	Hamric	&	Blackhall,	2007).	
Of	 the	 scales	 identified,	 the	 MDS	 conformed	 most	 closely	 to	 our	
working	definition	of	moral	distress.	 It	was	also	the	one	most	stud-
ied	 and	 widely	 used	 by	 nurses	 in	 acute	 care	 hospitals.	 Measured	
by	 Cronbach’s	 Alpha,	 its	 internal	 consistency	 was	 0.83	 (Hamric	 &	
Blackhall,	2007).




tionnaire	 items—which	was	originally	designed	 for	use	 in	 intensive	
care—from	21	 to	 nine,	 adopting	 only	 the	 questions	 relevant	 to	 all	
medical	specialties.	The	remaining	nine	 items	were	then	translated	
into	 German	 using	 standard	 methods	 for	 research	 translations	
(Jones,	 Lee,	 Phillips,	 Zhang,	 &	 Jaceldo,	 2001;	 Martin,	 Vincenzi,	 &	
Spirig,	2007).
We	 then	 supplemented	 the	 translated	 questionnaire	 with	 one	
additional	 item	pertaining	 to	 professional	 ethical	 behaviour.	The	 ra-














for	 each	 of	 the	 nine	 items	 on	moral	 distress,	 participants	 assessed	
their	 levels	 of	 disturbance	 on	 a	 second	 5-	point	 verbal	 rating	 scale	
(0	=	none	 to	4	=	very	high).	 For	 items	describing	 situations	 the	par-
ticipants	had	never	experienced,	 they	were	asked	 to	 indicate	hypo-





In	 April	 2011,	 a	 pilot	 study	 involving	 294	 nurses	 was	 conducted	
in	eight	units	of	one	of	the	participating	hospitals.	The	aim	was	to	
assess	 the	 comprehensibility	 and	 apparent	 content	 validity	 of	 the	
questionnaire.	 The	 details	 of	 the	 procedure	 and	 the	 results	 have	
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F IGURE  1 Flow	chart	of	the	sequential	explanatory	design	procedures	with	repetition	of	the	quantitative	cross-	sectional	survey	in	
accordance	with	Ivankova	et	al.	(2006)
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of	 occurrence	 and	 the	 related	 burden	 of	 moral	 distress	 in	 nurs-
ing	 practice.	 In	 addition	 to	 measuring	 moral	 distress	 amongst	
nurses	in	acute	care	hospitals,	the	goal	of	the	first	cross-	sectional	
survey	 was	 to	 test	 the	 psychometric	 properties	 of	 version	 1	 of	 
our	MDS.
2.3.2 | Participants and procedure









A	 descriptive	 data	 analysis	 was	 carried	 out	 in	 spring	 2012	 using	
SPSS,	 Version	 18	 (SPSS	 INC,	 2009).	 For	 psychometric	 testing,	 the	
items	 including	disturbance	assessments	were	subjected	 to	a	Rasch	
analysis	 using	 RUMM2030	 (Andrich,	 Lyne,	 Sheridan,	 &	 Luo,	 2010).	
For	this	analysis,	we	used	only	responses	of	nurses	who	had	actually	







interpretation	 of	 the	 quantitative	 results	 of	 quantitative	 phase	 I	 to	
deepen	our	understanding	of	the	concept.
2.4.2 | Participants and procedure
Drawing	on	 the	 results	of	 the	quantitative	data	analysis,	 four	 focus	
group	interviews	were	carried	out	in	the	autumn	of	2012.	The	focus	
groups’	26	members	included	RNs,	clinical	nurse	specialists	and	unit	





















disturbance.	 The	 focus	 group	 interviews	 were	 audio	 recorded	 and	
field	notes	taken.
2.4.4 | Data analysis
During	 the	 focus	group	 interviews,	 in	addition	 to	 the	moderators,	a	
third	researcher	was	present	to	analyse	the	participants’	statements	
on	an	ongoing	basis	and	to	depict	 them	as	knowledge	maps.	 In	 the	
focus	group	 interview	context,	 analytical	knowledge	mapping	deliv-









2.5 | Integration of the quantitative and qualitative 
results of phase I
2.5.1 | Objective
The	objective	of	this	study	sequence	was	to	systematically	integrate	




mer	2013,	 the	 integration	of	 the	quantitative	and	qualitative	results	
(with	respect	to	the	field	notes)	began.	To	guide	the	process	of	integra-
tion,	additional	research	questions	were	formulated	(Farmer,	Robinson,	
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2.6 | Development of version 2 of the questionnaire
Based	on	the	 insights	gained	through	the	 integration	process,	the	
questionnaire	 was	 proofed	 for	 content	 and	 all	 items	 examined	
semantically.	 The	 questionnaire	 was	 revised	 beginning	 in	 win-
ter	2013.	 In	 summer	2014,	 version	2	of	our	MDS	was	 submitted	









In	November	2015,	 for	 the	second	cross-	sectional	 survey,	version	
2	 of	 our	MDS	 was	 presented	 to	 all	 RNs	 and	 those	 clinical	 nurse	
specialists	 involved	in	direct	patient	care	(n = 4867)	 in	all	 inpatient	




European	 Good Clinical Practice	 guidelines	 (European	 Medicines	
Agency,	2002).
2.7.3 | Data analysis
Descriptive	 data	 analyses	were	 carried	 out	 using	 SPSS,	 Version	 22	
(IBM	Corporation,	2013).	Again	the	items	relating	to	disturbance	un-
derwent	 a	 Rasch	 analysis	 using	 RUMM2030	 (Andrich	 et	al.,	 2010).	




Both	 in	 2011	 and	 in	 2012,	 our	 proposed	 data	 collection	 was	 ap-
proved	by	all	 relevant	ethics	committees	 (KEK-	ZH-	NR:	2011-	0091).	
A	waiver	was	obtained	 from	 these	 same	ethics	 committees	 for	 the	
cross-	sectional	survey	in	2015	(KEK-	ZH-	NR:	82/14).
The	participants	 of	 both	 the	quantitative	 and	qualitative	phases	








The	 final	 survey	 received	 responses	 from	 2153	 nurses	 (response	
rate	 44%).	 The	 participants’	 sociodemographic	 data	 are	 shown	 in	
Table	1.	The	descriptive	quantitative	 results	are	shown	 in	Table	2.	
These	 results	 are	 described	 in	 detail	 in	 an	 earlier	 publication	
(Kleinknecht-	Dolf,	Spichiger,	et	al.,	2015).	The	Rasch	analysis	 indi-
cated	differential	item	functioning	(DIF)	of	several	items.	This	means	
















Table	3	 shows	 the	 sociodemographic	data	of	 the	26	 focus	group	
participants	 interviewed	 following	 the	 quantitative	 data	 analysis.	
Most	focus	group	participants	described	the	questionnaire	as	gen-
erally	comprehensible	and	agreed	that	the	items’	content	was	both	
important	 and	 semantically	 applicable.	 However,	 several	 noted	
that	 certain	 statements	 were	 imprecisely	 formulated	 or	 difficult	
to	 understand.	 Regarding	 completeness,	 participants	 mentioned	
that	 the	 questionnaire	 omitted	 several	 important	moral	 distress-	
inducing	situations.	Specifically,	they	cited	non-	collegial	collabora-
tion,	 dependence	 on	 inadequate	 orders	 from	 physicians	 and	 the	
informal	 assumption	 of	 responsibility	 for	 other	 hospital	workers’	
tasks.
Regarding	the	adequacy	of	the	5-	point	response	scale	for	fre-
quency	 and	 level	 of	 disturbance,	 the	 participants	 explained	 that	
the	assessment	of	how	frequently	a	given	situation	occurs	is	highly	
dependent	 on	 a	 subjective	 evaluation	 of	 that	 situation’s	 poten-
tial	 impacts.	 Hence,	 identical	 responses	 to	 different	 statements	
do	not	necessarily	 convey	 the	 same	degree	of	 frequency.	Added	
to	this,	 the	employment	status	of	 the	person	making	the	assess-
ment	and	the	size	of	the	unit	also	played	roles.	Therefore,	several	
participants	 recommended	 making	 the	 response	 categories	 less	
subjective.
Similarly,	 the	 participants	 described	 their	 perceptions	 of	 the	
level	of	disturbance	as	dependent	not	only	on	their	subjective	as-
sessment	of	the	risk	involved	but	also	on	the	degree	to	which	their	
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own	moral	 integrity	was	 threatened	or	harmed.	They	also	empha-
sized	 that	 their	 perception	 of	 disturbance	 could	 depend,	 for	 ex-
















Participants quantitative phase I 
(n (%))
Participants quantitative 























2.1–5.0 years 554	(25.7%) 512	(26.1%)
5.1–10.0 years 402	(18.7%) 388	(19.7%)
10.1–20.0 years 422	(19.6%) 356	(18.1%)
20.1–30.0	years 171	(7.9%) 167	(8.5%)
30.1–40.0	years 43	(2.0%) 57	(2.9%)
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3.3 | Results of integration of the quantitative and 








the	 questionnaire	 are	 applicable	 and	 relevant.	However,	 additional	
items	 are	 required	 to	 cover	non-	collegial	 collaboration,	 inadequate	








3.4 | Version 2 of our MDS
The	insights	gained	from	the	integration	process	were	used	to	re-
fine	 all	 items	 semantically.	 In	 addition,	 three	 items	 (Items	 10,	 11	
and	 12)	were	 added	 to	 the	 questionnaire.	 Finally,	 each	 response	
TABLE  2 Frequency	and	level	of	disturbance	of	the	items	of	the	Moral	Distress	Scale	version	1a
Frequency Level of disturbance
nb
Proportion of answers over scale (n, %)
Mean SDc nb
Proportion of answers over scale (n, %)
























2103 1134	(53.9%) 619	(29.4%) 230	(10.9%) 89	(4.2%) 31	(1.5%) .70 .93 2087 446	(21.4%) 314	(15.0%) 414	(19.8%) 471	(22.6%) 442	(21.2%) 2.07 1.44
5.	Be	required	to	care	for	patients	I	
don’t	feel	qualified	to	care	for.





2122 416	(19.6%) 910	(42.9%) 480	(22.6%) 260	(12.3%) 56	(2.6%) 1.35 1.01 2095 311	(14.8%) 423	(20.2%) 451	(21.5%) 579	(27.6%) 331	(15.8%) 2.09 1.30
7.	 Ignore	situations	of	suspected	
patient	abuse	by	caregivers.
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category	 of	 the	 5-	point	 response	 scales	 for	 frequency	 and	 dis-
tress	 level	was	provided	with	new	qualifiers.	To	the	scale	assess-





turbance.	Additionally,	 to	 each	 distress	 level	 response	 category,	we	



















Frequency Level of disturbance
nb
Proportion of answers over scale (n, %)
Mean SDc nb
Proportion of answers over scale (n, %)
























2103 1134	(53.9%) 619	(29.4%) 230	(10.9%) 89	(4.2%) 31	(1.5%) .70 .93 2087 446	(21.4%) 314	(15.0%) 414	(19.8%) 471	(22.6%) 442	(21.2%) 2.07 1.44
5.	Be	required	to	care	for	patients	I	
don’t	feel	qualified	to	care	for.





2122 416	(19.6%) 910	(42.9%) 480	(22.6%) 260	(12.3%) 56	(2.6%) 1.35 1.01 2095 311	(14.8%) 423	(20.2%) 451	(21.5%) 579	(27.6%) 331	(15.8%) 2.09 1.30
7.	 Ignore	situations	of	suspected	
patient	abuse	by	caregivers.
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3.5 | Quantitative phase II
In	 total,	 1965	 nurses	 (response	 rate:	 40%)	 took	 part	 in	 the	 survey	
using	version	2	of	our	questionnaire.	The	sociodemographic	data	of	
the	participants	are	shown	in	Table	1.
The	 Rasch	 analysis	 of	 the	 revised	 items	 showed	 that	 all	 items	
worked	 (no	more	DIF)	 and	 that	participants	used	 the	 response	 cat-
egories	 in	 a	 consistent	way.	Once	 again,	 the	 results	 of	 the	 tests	on	













lated	 items	were	 fundamentally	comprehensible	and	 relevant.	As	an	




sectional	 surveys	 is	 a	 common	 response	 rate	 for	 this	 type	 of	web-	
based	 cross-	sectional	 survey	 (Cook,	 Heath,	 &	 Thompson,	 2000).	 A	
response	rate	of	at	least	40%	is	considered	a	prerequisite	for	obtaining	




MDS,	 the	 full	 range	of	offered	 response	options	were	used	 in	both	
cross-	sectional	 surveys,	 with	 reasonable	 variation	 between	 respon-




survey	 showed	 that	 professional	 ethical	 principles	 play	 a	 key	 role	
in	 all	 areas	 of	 routine	 nursing,	 with	 a	 pronounced	 influence	 on	







that	 respondents	 also	 assessed	 levels	 of	 disturbance	 for	 situations	
that	 they	 did	 not	 actually	 experience.	 These	 hypothetical	 assess-
ments	 distort	 the	 levels	 of	 disturbance	 indicated	 by	 those	 nurses	













Our	 qualitative	 results	 confirmed	 that	 the	 items	 selected	 from	
Hamric’s	 version	 of	 the	 MDS	 were	 relevant	 and	 comprehensi-
ble.	 Moreover,	 the	 focus	 group	 participants	 provided	 three	 moral	
distress-	inducing	 situations	 not	 included	 in	Hamric’s	MDS	 (Hamric	
&	Blackhall,	2007).	While	other	publications	have	described	a	lack	of	
collegial	 collaborations	 and	 inadequate	 physician’s	 orders	 as	moral	
distress-	inducing	situations,	we	know	of	no	study	that	included	the	
informal	assumption	of	other	staff	members’	 responsibilities	 in	this	




































to	a	morally	stressful	 situation	can	either	 raise	or	 lower	 the	 level	of	
disturbance.	 Previous	 studies	 have	 reported	 similarly	 equivocal	 re-
lationships	 (Monteverde,	 2016;	Wilkinson,	 1987/88;	Wlodarczyk	 &	
Lazarewicz,	2011).
TABLE  4 Example	of	integration	of	quantitative	and	qualitative	results	for	individual	questionnaire	statements
Statement from the 
2011 survey with 
version 1 of the 
questionnaire
Missing data (for 
n = 2153)
Quantitative results 
[n (%)] Qualitative results Integration
Statement from the 
2015 survey with 
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TABLE  5  Integration	of	the	qualitative	results	with	instructions	and	response	scales
Instructions and 
response scales for the 
2011 survey with version 
1 of the questionnaire Qualitative results Integration
Instructions and 
response scales for the 
2015 survey with version 
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and	 assessed	 in	 the	 context	 of	 potential	 adverse	 effects	 on	 specific	
patients,	that	is,	across	diverse	care	contexts,	identical	frequencies	can	
yield	 diverse	 levels	 of	 distress.	 For	 this	 reason,	 response	values	 that	








Wiggleton	 et	al.,	 2010).	 In	 contrast,	 our	 Rasch	 analysis	 showed	 that	
it	is	possible	to	generate	an	interval-	scaled	Rasch	score	just	from	the	
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context	factors	in	hospital	work	settings.	The	chosen	mixed	methods	
design	benefitted	us	 considerably	 in	developing	our	questionnaire	
on	moral	 distress	 and	provided	a	 theoretical	 foundation	on	which	
we	calculate	with	the	help	of	the	Rasch	analysis	an	overall	score	in	





















Bannigan,	 K.,	 &	Watson,	 R.	 (2009).	 Reliability	 and	 validity	 in	 a	 nutshell.	
Journal of Clinical Nursing,	18,	3237–3243.
Bentzen,	G.,	Harsvik,	A.,	&	Brinchmann,	B.	S.	(2013).	Values	that	vanish	into	
thin	air:	Nurses’	experience	of	ethical	values	in	their	daily	work.	Nursing 
Research and Practice. 2013:	8.
Borhani,	F.,	Abbaszadeh,	A.,	Nakhaee,	N.,	&	Roshanzadeh,	M..	(2014).	The	
relationship	between	moral	distress,	professional	stress,	and	intent	to	
stay	 in	the	nursing	profession.	Journal of Medical Ethics and History of 















and	evaluation	of	a	moral	distress	scale.	Journal of Advanced Nursing,	
33,	250–256.
Creswell,	 J.	 W.,	 Klassen,	 A.	 C.,	 Plano	 Clark,	 V.	 L.,	 &	 Clegg	 Smith,	 K.	
(2011).	Best practices for mixed methods research in the health sciences 
(pp.	2094–2103).	Bethesda	(Maryland):	National	Institutes	of	Health.
Creswell,	J.	W.,	&	Plano	Clark,	V.	L.	(2006).	Designing and conducting Mixed 
Methods Research.	Thousand	Oaks,	CA:	SAGE	Publications	Inc.
Creswell,	J.	W.,	Plano	Clark,	V.	L.,	Gutmann,	M.	L.,	&	Hanson,	W.	E.	(2003).	
Advanced	 mixed	 methods	 research	 designs.	 In	 A.	 Tashakkori,	 &	 C.	
Teddlie	 (Eds.),	Handbook of mixed methods in social and behavioral re-
search	(pp.	209–240).	Thousand	Oaks,	CA:	Sage.
De	 Veer,	 A.	 J.	 E.,	 Francke,	 A.	 L.,	 Struijs,	 A.,	 &	 Willems,	 D.	 L.	 (2013).	
Determinants	 of	 moral	 distresss	 in	 daily	 nursng	 practice:	 A	 cross	
sectional	 correlational	 questionnaire	 survey.	 International Journal of 
Nursing Studies,	50,	100–108.
De	Villers,	 M.	 J.,	 &	 DeVon,	 H.	 A.	 (2013).	 Moral	 distress	 and	 avoidance	
behavior	 in	nurses	working	 in	critical	 care	and	noncritical	 care	units.	
Nursing Ethics,	20,	589–603.
DeVellis,	R.	F.	 (2012).	Scale development, theory and applications	 (3rd	edn).	
Thousend	Oaks,	California:	SAGE	Publications	Inc..
DeVon,	H.	A.,	Block,	M.	E.,	Moyle-Wright,	P.,	Ernst,	D.	M.,	Hayden,	S.	J.,	
Lazzara,	 D.	 J.,	 &	 Kostas-Polston,	 E.	 (2007).	 A	 psychometric	 toolbox	
for	 testing	 validity	 and	 reliability.	 Journal of Nursing Scholarship,	 39,	
155–164.
Ebener,	S.,	Shademani,	R.,	Compernolle,	L.,	Beltran,	M.,	Lansang,	M.	A.,	&	
Lippman,	M.	 (2006).	 Knowledge	mapping	 as	 a	 technique	 to	 support	
knowledge	 translation.	 Bulletin of the World Health Organization,	 84,	
636–642.
Eizenberg,	M.	M.,	Desivilya,	H.	S.,	&	Hirschfeld,	M.	J.	(2009).	Moral	distress	
questionnaire	 for	 clinical	 nurses:	 Instrument	 development.	 Journal of 
Advanced Nursing,	65,	885–892.
Epstein,	E.	G.,	&	Hamric,	A.	B.	(2009).	Moral	distress,	moral	residue,	and	the	
crescendo	effect.	Journal of Clinical Ethics,	20,	330–342.
European	 Medicines	 Agency.	 (2002).	 ICH	 Topic	 E	 6	 (R1),	 Guideline	 for	
Good	 Clinical	 Practice.	 Retrieved	 from	 http://www.emea.europa.
eu/docs/en_GB/document_library/Scientific_guideline/2009/09/
WC500002874.pdf
Evanovich	Zavotsky,	K.,	&	Chan,	G.	K.	 (2016).	Exploring	 the	 relationship	
among	moral	distress,	coping,	and	the	practice	environment	in	emer-
gency	 department	 nurses.	 Advanced Emergency Nursing Journal,	 38,	
133–146.
Farmer,	T.,	 Robinson,	K.,	 Elliott,	 S.	 J.,	 &	 Eyles,	 J.	 (2006).	Developing	 and	
implementing	a	triangulation	protocol	 for	qualitative	health	research.	
Qualitative Health Research,	16,	377–394.
Fenton,	M.	 (1988).	Moral	distress	 in	clinical	practice:	 Implications	for	the	
nurse	administrator.	Canadian Journal of Nursing Administration,	1,	8–11.
Fernandez-Parsons,	R.,	Rodriguez,	L.,	&	Goyal,	D.	(2013).	Moral	distress	in	
emergency	nurses.	Journal of Emergency Nursing,	39,	547–552.
Goethals,	S.,	Gastmans,	C.,	&	Dierckx	de	Casterle,	B.	(2010).	Nurses’	ethi-
cal	reasoning	and	behaviour:	A	literature	review.	International Journal of 
Nursing Studies,	47,	635–650.
Greene,	J.	C.,	Caracelli,	V.	J.,	&	Graham,	W.	F.	 (1989).	Toward	a	 concep-
tual	 framework	 for	 mixed-	method	 evaluation	 designs.	 Educational 
Evaluation and Policy Analysis,	11,	255–274.
Gutierrez,	K.	M.	(2005).	Critical	care	nurses’	perceptions	of	and	responses	
to	moral	distress.	Dimensions of Critical Care Nursing,	24,	229–241.
Hagquist,	C.,	Bruce,	M.,	&	Gustavsson,	J.	P.	(2009).	Using	the	Rasch	model	in	
nursing	research:	An	introduction	and	illustrative	example.	International 
Journal of Nursing Studies,	46,	380–393.






Hamric,	A.	 B.,	Davis,	W.	 S.,	 &	Childress,	M.	D.	 (2006).	Moral	 distress	 in	
health	 care	 professionals.	 The Pharos of Alpha Omega Alpha- Honor 
Medical Society,	69,	16–23.
Hardingham,	L.	B.	 (2004).	 Integrity	and	moral	 residue:	Nurses	as	partici-
pants	in	a	moral	community.	Nursing Philosophy,	5,	127–134.
     |  265KLEINKNECHT- DOLF ET aL.
Holmes,	S.	(2009).	Methodological	and	ethical	considerations	in	designing	
an	 internet	 study	 of	 quality	 of	 life:	A	 discussion	 paper.	 International 








review. Critical Care Nursing Clinics of North America,	24,	91–100.







Jäger,	 R.,	 &	 Bortz,	 J..	 (2001).	 Rating scales with smilies as symbolic la-
bels – Determined and checked by methods of psychophysics.	 Paper	
presented	 at	 the	 70.	 Annual	 Meeting	 of	 the	 International	 Society	






ics	 in	nursing:	An	 integrative	review.	Journal of Advanced Nursing,	71,	
1744–1757.




pflegefachpersonen	moralischen	 stress	 in	 einem	 schweizer	 universi-
tätsspital?	Pflege & Gesellschaft,	20,	115–132.
















Mayring,	P.	 (2008).	Qualitative inhaltsanalyse: Grundlagen und technik (10., 
neu ausgestattete,	Auflage	ed.	Weinheim,	Basel:	Beltz.
McCarthy,	 J.,	 &	 Gastmans,	 C.	 (2015).	 Moral	 distress:	 A	 review	 of	 the	
argument-	based	nursing	ethics	literature.	Nursing Ethics,	22,	131–152.




O’Cathain,	A.,	Murphy,	 E.,	 &	Nicholl,	 J.	 (2010).	Three	 techniques	 for	 in-





Pelz,	C.,	 Schmitt,	A.,	&	Meis,	M.	 (2004).	Knowledge Mapping als Methode 












at	an	adult	acute	tertiary	care	hospital.	Journal of Nursing Management,	
16,	360–373.
Rushton,	C.	H.	(2016).	Moral	resilience:	A	capacity	for	navigating	moral	dis-








Schweizer	 Berufsverband	 der	 Pflegefachfrauen	 und	 Pflegefachmänner	





GMS German Medical Science,	12,	1–13.
SPSS	 INC.	 (2009).	 PASW statistics for windows, version 18 (Vol. Released 
2009).	Chicago:	SPSS	Corporation.
SwissDRG	 AG.	 (2010).	 Fallpauschalen in Schweizer Spitälern, 
Basisinformationen für Gesundheitsfachleute.	Bern:	SwissDRG	AG.
Teddlie,	C.,	&	Yu,	F.	(2007).	Mixed	methods	sampling:	A	typology	with	ex-




Nothing	 is	 more	 applicable	 than	 good	 theory.	 Journal af Advanced 
Nursing,	20,	196–201.
Varcoe,	 C.,	 Pauly,	 B.,	 Webster,	 G.,	 &	 Storch,	 J.	 (2012).	 Moral	 distress:	
Tensions	as	springboards	for	action.	HEC Forum,	24,	51–62.
Wampold,	 B.	 E.,	 Davis,	 B.,	 &	 Good,	 R.	 H.	 III	 (1990).	 Hypothesis	 validity	
of	 clinical	 research.	 Journal of Consulting and Ginical Psychology,	 58,	
360–367.
Webster,	G.	C.,	&	Baylis,	F.	E.	 (2000).	Moral	 residue.	 In	S.	B.	Rubin,	&	L.	












Moral	 distress:	 Levels,	 coping	 and	 preferred	 interventions	 in	 criti-




266  |     KLEINKNECHT- DOLF ET aL.
Wong,	D.	L.,	&	Baker,	C.	M.	(2001).	Smiling	faces	as	anchor	for	pain	inten-
sity	scales.	Pain,	89,	295–300.





Zuzelo,	 P.	 R.	 (2007).	 Exploring	 the	 moral	 distress	 of	 registered	 nurses.	
Nursing Ethics,	14,	344–359.
How to cite this article:	Kleinknecht-Dolf	M,	Spichiger	E,	
Müller	M,	Bartholomeyczik	S,	Spirig	R.	Advancement	of	the	
German	version	of	the	moral	distress	scale	for	acute	care	
nurses—A	mixed	methods	study.	Nursing Open. 2017;4: 
251–266. https://doi.org/10.1002/nop2.91
